Objective: To determine the competency in End-of-Life Care of Ear, Nose, Throat -Head and Neck Surgery (ENT-HNS) consultants and residents using the domains of knowledge, skills and attitudes as measures of competency and to identify opportunities for improvement in end of life care education
OBJECTIVES General Objective:
To determine the competency in end-of-life care among ENT-HNS consultants and residents in five tertiary hospitals in Metro Manila. Consultants and residents who agreed to participate in the study were included. The required sample size was based on the following computation for social science studies:
Specific Objectives:
1. For previously validated questions (Part II: q1,q2,q3,q4,q5,q7,q8,q9, q10,q12; Part III: q1, q2, q3, q4, q5, q6,q7, q9, q10; Part IV:q1a, q1b, q1c, q1d, q1e, q2a, q2b, q2c): Total items 27) Formula: 1 question item: 1 respondent Therefore, 27 respondents Formula: Number of items x 3 = Number of respondents Therefore, 21 respondents Hence, the required sample size was forty eight.
B. Survey Instrument:
A self-administered questionnaire was developed based on the three domains (knowledge, attitudes and skills) that can measure the competency in end-of-life care. Majority of the questions covering the three domains were obtained from previously-validated questionnaires (Wenger, 1998; Bui, 2002; Stoeckie, 1998; Yacht, 2007; Ganzini, 2001 ; Appendix 1) . The rest of the questions were based on in-depth review of current principles in end-of-life care (Von Yacht, 2007 ; Appendix 1). The questionnaire was divided into four sections, as detailed in Table 1 .
Questions on knowledge and skills domains covered the following end-of-life care core competencies:
1. Advance care planning 2. Communicating with the dying patient and the family 3. Symptom and pain assessment and management Questions on the attitude domain covered the following areas: 1. Religion and spirituality 2. Beliefs 3. Personal comfort with the care of the dying 4. Desire
Motivation
The knowledge subscale required the respondent to choose an answer from a 3-point scale ranging from "disagree" to "agree". Each statement was designed to have one ethically-appropriate response grounded in authoritative sources from the clinical ethics literature. Scores from each question were added to comprise a knowledge score. The knowledge score was categorized low or high and defined as follows:
Low: ≤ 31 of score High: > 31 of score For the attitude subscale, respondents answered questions on dual 5-point Likert scales ranging from "strongly disagree" to "strongly agree". Each statement was assigned as either positive or negative attitude. Three of the ten attitudinal items were negative attitudes. Scores were added to comprise an attitudinal score. The attitudinal score was categorized as low or high and defined as follows:
Low: ≤ 33 of score High: > 33 of score For the skills subscale, respondents were given brief clinical scenarios presenting with problems that required a response from a physician. The respondents were required to choose an answer from a 3-point scale ranging from "disagree" to "agree". Scores were added to comprise a skills score. The skills score was categorized as low or high and defined as follows:
Low: ≤ 23 of score High: > 23 of score A composite competency score for the full sets of questions was calculated by combining the scores for the three subscales. Competency score was dichotomized into its mean, categorized as low or high and defined as follows:
Low: ≤ 88 of score High: > 88 of score C. Validation of Instrument: A 34-item self-administered questionnaire in English language was pre-tested among 20 physicians. Measures of central tendency (mean), standard deviation, frequencies and percentages were derived for each item. Data analysis involved frequency endorsements, inter-item correlation, inter-total correlation and Cronbach's coefficient alpha. A Cronbach's alpha of 0.8 is desirable but 0.6 is acceptable. For the pretesting of our questionnaire, the Cronbach's alpha computed was 0.7 (Appendix 3).
D. Data Collection and Analysis:
All data gathered were encoded using Microsoft Excel (Microsoft Corporation, Redmond, WA, USA) and analyzed using Statistical Package for the Social Sciences (SPSS) version 10.0 for Windows software (SPSS Inc., Chicago, Ill, USA). Data collected were treated using descriptive statistics. Measures of central tendency (mean), standard deviation, frequencies and percentages were then derived for each item.
LIMITATIONS OF THE STUDY
There are a number of limitations in this study. First, it was limited to five ENT-HNS training institutions, hence, the results of the study might not be generalizable to other ENT-HNS physicians and specialties. Second, the subjects may have different definitions or interpretations of "formal education in end-of-life care" since it was not qualified in the questionnaire. Although there was verbal explanation of its meaning during the actual survey, there might still have been some degree of confusion as to its meaning among the subjects. Lastly, the subspecialty practice of the consultants surveyed was not specified. This might have resulted in possible bias from the proportion of the consultants who are specifically engaged in oncology practice.
RESULTS
A total of 52 ENT consultants and residents were included in the study. The mean age was 35.06 +/-6.56. The majority of respondents were male, constituting 63 % of the total subjects. A little more than half (52 %), were single while 48 % were married. Most of the respondents (90 %) were Catholics while the rest were from other religions. Consultants comprised 56 % of the subjects while residents constituted 44 %. Almost half (44 %) had education in end-of-life care during medical school, while 92 % had personal experiences with the death of a family member or a close friend. Most of the respondents, 79 %, had experience in caring for the dying. Of these, 29 % had 1 year of clinical experience, 24 % had 2-3 years, and another 24 % had 4-5 years experience while the remaining 22 % had > 5 years of clinical experience in the care of the dying patient (Table 3) . Table 4 (Appendix 2 A) shows that majority of respondents (67%) scored low in the knowledge domain, with most of the consultants (62%) and residents (74%) obtaining scores below the mean (< 31). Table 5 (Appendix 2 B) shows that more than half of the respondents (58%) demonstrated negative attitudes towards end of life care, as shown by their low attitudinal score. A greater number of both consultants (55%) and residents (61%) obtained attitudinal scores below the mean (<33). Table 6 (Appendix 2 C) shows that more consultants (62%) obtained low scores on skills than residents (48%). However, when combined, majority of the respondents (56%) had low skills scores.
The composite competency score of the respondents revealed that the majority (67%) show low competence in end-of-life care. 74% of residents and 62% of the consultants obtained scores below the mean ( Table 7) .
DISCUSSION
The issue of death and dying in the context of patient care, requisite knowledge and clinical competence has become very important. However, it has received limited interest, especially in developing ORIGINAL ARTICLES higher skills scores than consultants, still more than half or 56 % of the total respondents obtained low skills scores. This shows that ability to have adequate end of life care skills is developed from a comprehensive knowledge base of end-of-life care core competencies. Similarly, majority of the respondents (58 %) had negative attitudes towards end-of-life care, with 55% of consultants and 61% of residents obtaining low attitudinal scores (Appendix 2 B). Although training and exposure in the care of the terminally-ill was endorsed by more than half of the respondents (52 %), there were contrasting results with regard to the respondents' motivation to care for dying patients. Only 39 % of the respondents found caring for dying patients rewarding or fulfilling. It was of concern also that the same number of respondents (38 %) derived greater satisfaction from caring for patients who are expected to improve than with patients who are likely to die.
The ability to give optimum care for the terminally-ill can be deduced from the respondents' scores. Over-all competency scores showed that only 33 % of the respondents were shown to be competent in handling end-of-life care issues, with majority of consultants (62 %) and residents (74 %) obtaining low scores on over-all competency. The finding that majority of the ENT-HNS practitioners showed low over-all competency in end-of-life care may not come as a surprise for some who would argue that ENT specialists encounter death and dying patients less commonly than their colleagues in other disciplines. In the field of ENT, end-of-life care situations may not occur regularly, and this may have probable implications in the way ENT clinicians view and handle end-of-life care situations. A study by Teneza et al found that physicians with more years of clinical experience in the care of dying patients had appropriate practice and positive attitudes in end of life care. 11 Other factors to be considered are barriers such as lack of access to well-trained palliative care physicians who can serve as leaders in clinical care and education, as well as access to end-of-life care services in the respondents' hospitals of practice. Compounding this problem is the lack of information about good end-of-life care in mainstream textbooks which physicians turn to for information. A study by Wu et al in 2006 about end-of-life content in geriatric textbooks concluded that most geriatric textbooks lack good coverage on end-of-life care 12 . As a result of these different factors, physicians often learn on their own to contend with problems of death. Be that as it may, these facts should not negate the need for us to undertake steps towards delivering quality end-of-life care. Moreover, this finding should prompt us that the model and concept of end-of-life care should be introduced in our training and practice of ENT.
Indeed, the lack of knowledge related to the end-of-life experience represents a health information deficit. It is remarkable that such a significant element of health care delivery is so poorly understood. It is hoped that the results of this study will encourage our colleagues to take a look into the importance of delivering quality care to our dying patients and their families. In our country where healthcare resources, both public and private, are geared towards prevention of death, we believe that efforts to evaluate and improve patient's experiences at the end of life must also be addressed.
Caring for patients at the end of life is one of the greatest challenges Majority of the respondents (67 %) obtained a low score in the knowledge domain. The results were similar for both consultants and residents. This demonstrated their lack of understanding of the different end-of-life care core competencies, such as advance care planning, communicating with dying patients and their families and symptom and pain assessment and management (Appendix 2 A). For example, there was confusion with the meaning of the question regarding "do not resuscitate" (D-N-R) orders. Ninety two percent of the respondents agreed that it precludes the use of cardio-pulmonary resuscitation. However, 75% said that it only instructs the physician to provide comfort measures. A D-N-R order only directs the physician not to resuscitate a patient, but has no effect on other treatment modalities. The misconception that it has a much broader meaning than intended leads physicians to underuse such orders. Many, too, held misconceptions regarding end of life decision-making. Many agree that decisions on the care of a terminally-ill patient are established by the best interest decision made by the family and the physician (78 %) and decision-making on the care of the dying patient is based on reliance on a family member's interpretation of patient's wishes (60 %). These choices revealed that respondents did not universally recognize that a patient's preference concerning end-of-life care should be respected, even when the strategy would permit death.
The result in the knowledge domain was reflected in the respondents' score in the skills domain. While more residents obtained
PART II Direction: Please read each statement about end of life care carefully.
Please check or encircle the number that you consider as most appropriate to each statement. 10 1. D-N-R (Do-Not Resuscitate) order means withholding cardiopulmonary resuscitation 1 2. A D-N-R order instructs the physician to provide comfort measures only 1 3. Advance Directives designates an individual to make decisions for the patients if the patient is unable to do so 1 4. Decisions on the care of a terminally-ill patient is established by the best interest decision made by the family and the physician 1 5. Decision-making on the care of the dying patient is based on reliance on a family member' s interpretation of patient' s wishes 1 6. Delivering information to patients and their families are carried out in a sensitive but straight-forward manner 2 7. Patients should be encouraged to talk about their impending death 3 8. End of life care discussions facilitate physician and family agreements on management 4 9. Open communication bridges the gap between patient' s perception of his situation and the reality 2 10. Withholding negative information to a patient will result to a better treatment outcome 2 11. An increasing need for more analgesic by a terminally-ill patient reflects the progression of symptoms and underlying disease 5 12. It is the role of the physicians to address the psychosocial issues of dying patients 3 13. Higher doses of narcotics will shorten life or depress respiration in dying patients 5 
DIS-

PART II Direction: Please read each statement about end-of-life care carefully.
Please check or encircle the number that you consider as most appropriate to each statement.
most clinicians ever face, yet it can be one of the most appreciated and personally-rewarding experiences. Listening to the rich and varied perspectives of our dying patients and their families will help meet his challenge.
Dying is indeed inevitable, and while there is no way out, there is a way through.
Our findings may suggest a need to strengthen the ENT-HNS practitioners' education in end-of-life care. Greater emphasis should be placed on training in the care of dying patients by providing opportunities for learning such as symposia, didactic lectures or seminars. The improvement in the competency in end-of-life care will translate into better care and improved quality of life of dying patients.
APPENDIX 1
Good day! We are conducting a survey to determine the competency in end-of-life care among ENT-HNS consultants and residents. Please fill up the questionnaire as completely as you can. This survey is completely voluntary and will take only a few minutes of your time. Your identity and answers will be kept confidential. Thank you.
AYQ/FEP 
COMPETENCY IN END-OF-LIFE CARE AMONG ENT-HNS CONSULTANTS AND RESIDENTS-A MULTI-CENTER STUDY ID Number: ______
PART I
CASE 1
A 50-year-old man was severely injured in a boating accident. He was submerged for more than 5 minutes when rescuers arrived. After a successful resuscitation and stabilization, he was taken to the OR for treatment of multiple facial injuries. Post-operatively, he was managed for anoxic brain damage by the neurology department but the family turns to you for decision. After a week of observation, the patient remains in deep coma and it is clear that he will never recover mental function, although his lungs are improving to the point he might be weaned from the ventilator and all other organ function is good. All members of the man's family agree that he would never want to live in this state and that he should be allowed to die. What maneuvers are acceptable? 1 
PART II
CASE 2
One day, you speak with a family that is distraught concerning the condition of their 65-year-old mother who has been in the ICU for 4 weeks. An infection developed after an operation for laryngeal carcinoma. The patient became septic, went into atrial fibrillation and suffered a stroke. She is now unresponsive; is being ventilated and is receiving pressors, dialysis and antibiotics. The family explained that they are sad regarding the outcome but have accepted their mother's fate. They are most upset that she is kept alive because she had made them promise that she would never be kept alive on machines if she could not return to functional state: a conclusion that the neurologists came to with certainty 2 weeks ago. What should be done? 1 a. A psychologist or social worker should be called to help b. The patient should be made comfortable and be allowed to die c. The patient should be transferred to a long-term-care facility 
CASE 3
Mrs. X is a terminal cancer patient who has been complaining of escalating pain for the past 2 weeks. Despite receiving opioid analgesics, she is still in pain and is pleading for relief. She appears dyspneic and withdrawn, has poor eye contact and doesn't say much. What measures are appropriate? 1 a. Include non-pharmacologic interventions and interdisciplinary plan that include other healthcare professionals in addition to pharmacologic treatment b. Refuse request to increase doses of pain medication because she is showing signs of addiction c. Sit down and engage her in conversation encouraging her to express her feelings 
APPENDIX 3 RELIABILITY ANALYSIS
The frequency of responses for the 34 items of the questionnaire was tabulated, and none of the questions had > 80% response in one category. All of the items, therefore, could discriminate between extreme responses using the frequency endorsement method.
Inter-item correlation matrix for each question variable should produce a matrix of positive correlations, ranging from modest values (0.2 -0.4) to moderate values (0.4 -0.6). One should consider excluding items with weak correlation (< 0.20) or negative correlations with most of the other items. However, items with good but negative correlations with the other items can be re-coded and maintained in the questionnaire.
For the first 13 items in the first domain (Part II: knowledge), 6 items had moderate inter-item correlation (q1 with q9, q4 with q5, q6 with q7 and q8, q7 with q8 and q8 with q9) while some had modest inter-item correlation (q1 with q3, q3 with q7 and q11, q4 with q7 and q10, q5 with q9, q10 and q13, q6 with q9, q7 with q9, q11and q12, q8 with q12 and q10 with q13). Negative correlation was seen on q1 with q2, q4, q6, q11; q2 with q6-9, q11-13; q3 with q4 and q8; q4 with q11, q5 with q11, q6 with q10 and q13, q7 with q10 and q13; q9 with q11 and q13; q10 with q11 and q12; q11 with q12, q12 with q13).
